THE eye of this patient was penetrated bv a piece of china a week before I saw him. In the wound there was iris and a large piece of anterior capsule. A hypopyon was present, and there was no reflex from the vitreous. Dr. Batten was the only colleague who advised waiting before doing anything operative. Two skiagrams were taken, but both proved negative. While the man rested in bed and after his eye had been treated with hot bathing and by other careful methods the hypopyon disappeared. I was then able to divide the iris and piece of capsule, and the vitreous afterwards began to clear up. The lens had not become opaque, most probably on account of the polygonal epithelium remaining attached to the lens when the more superficial part of the capsule was ruptured, the aqueous fluid thus Dot being brought into contact with the lens fibres.
The vision of the injured eye was now -, that of the other being - In all cases it is most important to go carefully and fully into the history of the accident. One must determine definitely whether complete penetration has taken place and, secondly, whether the mechanical agent that has caused the damage has been withdrawn from, or remains in, the eye or adjacent tissues. The depth of penetration must if possible be ascertained.
Actual perforation can often be proved by the slit lamp to have taken place. If the ordinary methods of examination fail to convince, examination by the slit lamp will frequently show that actual perforation has taken place. If the wound of the cornea be small and aseptic no active surgical treatment is required.
When prolapse of the iris occurs there are three courses open: (1) Reposition through the wound; (2) reposition by the method of Chalmers Watson; (3) excision of the prolapsed portion the usual method followed.
If excision of the prolapse is determined on, in order to grasp the iris tissue without merely tearing it, I advocate, in suitable cases, the use of small fine-ribbed capsule forceps in place of the ordinary one-into-two-toothed-iris forceps, especially if the excision has to be undertaken when the iris has become friable from inflammatory changes.
If the corneal wound is large and tends to gape it may be sutured, using the special split-ring forceps of Webster Fox. For suture material the employment of either horse hair or thie finest silk-worm gut is advisable.
If the sutures are passed across the surface of the cornea, do they damage its surface ?
Not infrequently the damaged eye is not seen until several days have elapsed after the infliction of the injury, and the question may arise, is it better actively to interfere at once or to postpone dealing with the prolapse and adhesion of the iris to the cornea until after the traumatic inflammation has subsided.
Each case will have to be judged on its own merits. WOUNDS OF LENS. Wounds of the lens, as associated with penetration of the globe, always complicate matters if there is any more than a mere fine tear in the capsule, not big enough to allow aqueous to invade the substance.
Is it advisable to remove the lens substance when there is a recent wound of the cornea and by what methods, e.g., (a) extraction, if the patient possesses a hard nucleus; (b) expression through the original wound or through a surgical fresh incision; (c) lavage, or suction of soft cortex ? I think that one or other of these methods is justifiable in some cases where there is an extensive rupture of the capsule, for the presence of the lens substance in the anterior chamber increases the possibility of sepsis, diminishes the osmosis at the filtration angle and may in susceptible patients lead to endophthalmitis phako-anaphylactica. On the other hand, when the corneal wound is not large and the lens substance is not greatly swollen nor projecting into the anterior chamber, the removal of the lens can be left to absorption in a young subject or to a later extraction in an individual over thirty years of age.
If vitreous protrudes into the anterior chamiber the case is still more complicated. Little can be done actively except when it prolapses through the corneal wound; under these circumstances the prolapse should be snipped off and the eye, as in all cases, protected against infection. Even such a complication (loes not absolutely involve the loss of the eye. SCLERAL AN1) CORNEO-SCLERAL WOUNDS. When the wound is at the corneo-scleral junction or in the sclera the case is, in a way, more serious. If the ciliary body or the choroid is prolapsed it cannot be replaced and the only procedure is excision. The same applies to vitreous prolapse.
Even large, clean wounds of the sclera may heal well and a useful eye be retained. Covering with conjunctiva is very desirable, practically in all cases. In some cases this procedure may have to follow suturing the sclera; but the latter is necessary only if the wound is large and tends to gape.
In all extensive perforating wounds of the globe one has to consider whether recovery is possible with retention of a globe that will possess some degree of useful sight and one that is not a threat to the fellow eye. The recuperative power of nature is so great that in my opinion it is very rarely wise to condemn an eye to evisceration or excision as soon as first seen. I practically always give the eye a chance, whether immediate operation in the way of cleaning up prolapse, &c., is required or not; and I am of the opinion that many an eye can be saved if a week at least is allowed to pass before the eye is condemned. There is practically no fear of sympathetic trouble arising if the eye is left for a week, the earliest date recorded of that dreadful condition arising is four days, but up to a fortnight may be allowed if there appears to be a good chance of saving a useful organ.
FOREIGN BODIES IN THE GLOBE.
So far I have only mentioned the possibility of a foreign body penetrating and remaining in the globe. Foreign bodies are readily divisible into two groups:
(1) non-magnetic, and (2) magnetic; both of these are further subdivided into (1) radio-opaque, and (2) radio-transparent. Of these, the radio-opaque can be accurately localized, either by the Mackenzie Davidson or the Sweet method.
When the foreign body is in the anterior part of the globe the bone-free method recently suggested is very accurate and more efficient if the fragment be minute.
The question arises in the case of the non-magnetic foreign body as to whether more damage will be done by an attempt at removal or by leaving it alone. Such substances as are non-irritating may under some circumstances be left-glass, for instance. Other chemically inert substances are very rarely found in the eye.
The action of chemically irritating, non-magnetic material, e.g., copper, eventually leads to loss of the globe, and under these conditions even heroic efforts must be made to remove it. Fortunately, the greatest number of foreign bodies met with are radio-opaque and magnetic, and the magnetic force is available as a help in their extraction.
There is anotlher condition not infrequently found, in which there is only a minute opening, sometimes not even discoverable, in the cornea-scleral junction or in the sclera, with a clear lens and a foreign body in the vitreous. There are two schools of practice, and opinions are invited as to the relative value of the posterior and the anterior routes.
The great advantage of avoiding the risk of damaging the lens capsule and so of bringing about a cataract is in favour of the posterior route. Its drawbacks are the greater risk of septic infection, the entanglement of retina and choroid in the opening and the later possibility of detachment of the retina. I must say that so far I have usually chosen the anterior route.
Mr. G. H, POOLEY.
I have come to the conclusion that we are justified in treating penetrating wounds of the eye by conservative methods and in trying to adopt a modified modern surgical technique to the eye. I do not regard accidental penetrating wounds of the eye as extremnely dangerous, even mild forms of sepsis may be successfully dealt with; a quiet, blind eye is better for the owner than an artificial one. It is surprising how seldom these accidental wounds, when caused by glass or steel, become septic; wounds inflicted by thorns or stones from the roads are more frequently infected, as is only to be expected.
Penetrating wounds of the eye may be classified as follow-s:-(1) Penetrating wounds of the cornea or sclera or both: (a) witlhout prolapse of iris or other tissue and without the retention of a foreign body or injury to the lens; (b) with prolapse of iris or other tissue, without the retention of a foreign body or injury to the lens; (c) with or without prolapse of iris or other tissue, or injury to the lens, but with the retention of a foreign body within the eye; (d) the above, with injury to the lens.
(a) Wounds ini the sclera can be successfully closed by sutures of the finest thirtyday catgut. They should be inserted in the same way as Lembert sutures are inserted in the intestine, i.e., they should pick up the outer layers of the selera about 1 to 2 mm. from the wound on each side and be tied so as to invaginate the cut edges of the sclera and hold them in apposition, but not too tightly. The conjunctiva should be sutured over with catgut so as to bury the sutures.
A gaping corneal wound can be kept in place by indirect suture, i.e., a needle is made to pick up the conjunctiva and a few strands of selera and then carried across the cornea at right angles to the wound, and the conjunctiva and sclera picked up on the other side of the cornea.
In the case of dirty, contused wounds which fail to fit together accurately, a very cautious and judicious paring of the edges, with the removal of any badly damaged or dirty tissue, is justifiable so long as the operator is careful to leave edges that can be brought into accurate approximation without undue tension. It is perfectly possible to remove a diamond-shaped piece of sclera and to bring the edges together successfully and so to save an eye.
